Aims and objectives: To explore patients' perceptions of continuity of care within a hospital-based specialist service.
Mockus D 'Errico, 2006) . Continuity of care is allied to the work on integration and coordination of care, but continuity specifically emphasises the patient, rather than a systems, perspective (Freeman et al., 2001 ). Strauss, Fagerhaugh, Suczek, and Wiener (1985) identified some elements of continuity in their recognition of articulation work: the arrangement of discrete pieces of work into a coherent whole with the aim of contributing to identified goals of care. More recently, a multifaceted model of continuity of care has been developed and refined by Freeman et al. (2001) Freeman et al. (2007) and Haggerty et al. (2003) (Table 1 .) Despite widespread recognition of Haggerty's model incorporating different facets of continuity-relational, management and informational continuity (Alazri, Neal, Heywood, & Leese, 2006; Cowie, Morgan, White, & Gulliford, 2009; Nair, Dolovich, Ciliska, & Lee, 2005) , much emphasis has been placed on the relational aspect of care and in particular the relationship between a patient and their medical practitioner, both in policy (NICE, 2012b) and research (Boulton, Tarrant, Windridge, Baker, & Freeman, 2006; Gjevjon, Eika, Romøren, & Landmark, 2014; Guthrie & Wyke, 2006; Saultz, 2003; Saultz & Albedaiwi, 2004) . Evidence within the literature is conflicting, particularly in the case of patients with chronic conditions. There are suggestions that relational continuity is important for patients with chronic conditions (Pandhi & Saultz, 2006) . Others propose that this element of continuity is not of prime importance to this group of patients (Waibel, Henao, Aller, Vargas, & V azquez, 2012) as they feel that a number of healthcare professionals know them equally well. In the case of chronic illness particularly, it could be argued that the emphasis on the doctor-patient relationship is unhelpful when multidisciplinary working is common and many care needs are met by nonmedical members of the healthcare team. Few conclusions about the importance of informational or management continuity have been drawn for this group of patients, and even less in the specialist care setting.
T A B L E 1 Elements of continuity of care (adapted from Haggerty et al., 2003) 
Element of continuity of care Meaning
Informational Use of information on past events and personal circumstances to make current care appropriate for each individual Management Consistent and coherent approach to the management of a health condition that is responsive to a patient's changing needs Relational An ongoing therapeutic relationship between a patient and one or more providers
What does this paper contribute to the wider global clinical community?
• The current models of continuity of care do not adequately account for patients' experiences of continuity within specialist hospital-based services.
• Nurses and the wider healthcare team have a fundamental role to play in provision of continuity of care, even in predominantly medically led specialist hospital-based services.
• Guidance and policy concerned with patient experience should be more aware of context and the differences in patient expectations of care in a variety of settings. It must also be well defined to be practically useful.
Continuity has been acknowledged as an important part of the care provided by primary or family care services for some time. This may stem from the fact that a coordination role is an accepted part of the primary or family care service remit. Continuity features in most definitions of primary care within the UK as the general practitioner (GP) is seen as the care coordinator of services in both the community and acute sectors (Freeman & Hughes, 2010 ). In contrast, continuity of care within acute care services has not been widely explored within the literature. There is evidence that continuity is poorer in secondary care and that hospital staff appear to value continuity less highly than primary care health professionals (Gulliford, .
Chronic illnesses, such as renal or liver disease, which often require management by specialist hospital-based services, provide a rich context in which to study continuity of care as patients must navigate their way through a complex network of community generalist services as well as specialist hospital services during the course of their healthcare management. Locational, organisational (Santos & Eisenhardt, 2005) and knowledge (Brown & Duguid, 2001 ) boundaries must be negotiated through patient contact with a number of different service providers and individual healthcare professionals.
This constitutes a context in which the effects of continuity, or lack of it, may be most stark, and the ability to provide continuity most challenging in practice. Diabetes is the only chronic disease which has been studied widely in the literature (Alazri et al., 2006; Gulliford et al., 2006; Nair et al., 2005; and commonly in the community setting only.
Despite continuity of care being a concept focused on the perspective of the patient and therefore having an affinity with qualitative methods, there has been limited work done using qualitative methods to explore this issue. A number of systematic reviews have appraised the literature on continuity of care (Saultz, 2003; van Servellen et al., 2006; van Walraven, Oake, Jennings, & Forster, 2010 ), but only a very small number have contained any studies using qualitative methods (Pandhi & Saultz, 2006; Waibel et al., 2012) . Of those that have used qualitative methods, there is an overwhelming focus on primary or family care (Boulton et al., 2006; von B€ ultzingsl€ owen, Eliasson, Sarvim€ aki, Mattsson, & Hjortdahl, 2006; Gallagher et al., 2013; Guthrie & Wyke, 2006) . This is significant given that there have been questions raised within the literature as to whether continuity of care is valued equally by patients across settings .
Qualitative studies have identified the individuality of the experience of continuity. It has been found that patients can have similar consulting patterns in primary care, but experience them differently (Boulton et al., 2006) . This difference of experience depended on the importance that was attached to the different elements of continuity by individual patients. Patients could see the same healthcare professional at every consultation, but if this was not their priority, they did not experience or report it as continuity. This is an important insight as it suggests that patient reports of the experience of continuity are particularly significant and may lead to different conclusions than "objective" measures of continuity. It raises the possibility that services may be delivering continuity in line with conceptual models or policy guidance, but patients will not necessarily experience this as continuity of care if it is not congruent with their priorities at the current time. These priorities may be different for patients accessing secondary care to those accessing primary or family care.
There remains a lack of evidence, particularly using qualitative methods, about patient perceptions of continuity of care within the secondary or acute healthcare sector. This is in addition to the debate already identified regarding the value patients with chronic illnesses attach to continuity of care. There is therefore an identifiable a gap in the literature which this study aims to begin to address; specifically that concerned with the perceptions of patients with chronic illnesses accessing specialist care in the hospital-based secondary care setting.
In this study, we describe patients' experiences of continuity of care within an acute specialist hospital setting. We were concerned with exploring both how patients describe their experience of continuity of care and also how they understand the concept of continuity itself. Informed by the multifaceted model of continuity already developed (Haggerty et al., 2003) , we sought to explore whether these various elements of continuity could be identified in discussion with chronically ill patients using a specialist secondary care provider and whether this model captured the entirety of their experiences.
| METHODS

| Methodological approach
As has been highlighted, continuity of care is contingent on the perspective of the patient. To explore the experiences of patients and how they understand and experience continuity of care within their healthcare interactions, a qualitative approach was deemed most appropriate. This study also aimed to inductively evaluate the relevance of current conceptual models of continuity, and therefore, a grounded theory approach was used as it advocates a close focus on data whilst simultaneously allowing consideration of conceptualisations of continuity (Strauss & Corbin, 1998) . This approach allowed theory, either supportive of existing conceptualisations or otherwise, to develop from the data collected.
| Recruitment
The research context was a Renal and Transplant Unit operating within a large teaching hospital in the UK. The study was conducted provided by the unit. A list of all patients with CKD stage 4-5 being cared for by the specified consultant was compiled by the usual care
team. The patient list was screened initially by the consultant, and a small number of patients were excluded for clinical reasons due to acute illness or lack of cognitive capacity for informed consent. All remaining 60 patients were sent an invitation letter from their consultant nephrologist. Patients responded by post or telephone directly to the researchers to express an interest in participating.
In total, 13 patients participated. One patient initially responded positively, but later declined to participate due to an emergency hospital admission. Nine participants were male, four were female, and the age range was 48-85 years.
| Ethical considerations
As the study was approved by the hospital Research and Innovation department as a service evaluation, permission was obtained on this basis. Formal ethical approval was not required. All participants were given study information on the first contact by their usual care team and required to give written informed consent prior to participating in the study.
| Data collection
All participants took part in a semi-structured interview with the researcher between March-May 2014 at the location of the patient's choice. Two interviews took place at the hospital and 11 at the patient's home. In eight interviews, a spouse or partner was present at the request of the patient and was encouraged to participate if they wished. The interviews were informed by an interview guide, but were largely patient led. The guide served as an "aide memoir"
for the researcher conducting the interviews rather than a prescriptive interview schedule. All interviews were recorded on an audio recorder and transcribed verbatim by the researcher. The average duration of the interviews was 51 min (range 37-125).
| Data analysis
Thematic analysis was carried out. All transcripts were read closely and initially line by line coding was undertaken (Charmaz, 2006) .
Following identification of initial themes, focused coding was carried out and some of the initial codes were amalgamated to form broader codes which synthesised and explained larger amounts of data (Charmaz, 2006) . At this point, active comparison between data from different interviews took place in order to explore the relevance of these broader codes to data from a number of interviews.
Throughout this process, exemplars of the emergent themes as well as examples of data which did not fit within the themes were noted.
The literature was re-reviewed in the light of the themes identified, and the relationship between the literature and themes was considered. It was at this point that the relationship between the themes found in the data and the three elements of continuity within the conceptual model was reflected upon. This ensured that themes emerged from the data initially, and their relationship to the model considered as a secondary stage of data analysis. This reduced the risk of "looking" for themes which supported the conceptual model, rather than those which arose naturally from the data itself.
Discussion between the researchers of the emergent themes took place throughout the data analysis process to challenge and confirm the developing themes.
| FINDINGS
Five key themes were identified from the data collected from the interviews. These were time, being known, knowledge, responsibility and understanding the system. These ideas recurred throughout the interviews, alongside a diversity of views on specific issues. Different, and sometimes conflicting, positions could be adopted by individual participants within the same interview.
| Time
Participants discussed the importance of time in their dealings with the department. They wanted to feel that they spent a minimum When all was going well, the healthcare professional whom they saw was not important, and the participants were unconcerned whether they had ever seen this person before. However, in times of change or crisis with their disease, participants highlighted the desire to see the consultant as they felt that they needed the benefit of his expertise and decision-making capability:
It don't matter to us who we see 'cause they're all good. Relational continuity, particularly in terms of that associated with seeing a familiar doctor, appears to be most important in times of change or crisis. In periods of stability, patients appeared to be willing to trade relational continuity for being seen more quickly.
| Being known
Despite patients often not being concerned which individual healthcare practitioner they saw within specific interactions, participants talked about being known by staff, including doctors, and how this improved their experience of care. This can be seen to be an intrinsic element of relational continuity. However, this sense of being known was relatively superficial-merely that healthcare professionals appeared to remember them and called them by name:
You're not a number, you're a name when they come to see you. This is the thing I always find important. P1
He knows when he comes out to shout my name. He knows where, you know, he knows the faces. . ..'Cause he doesn't, he's not hunting round like some of them, you know, hunting round or just stand there and shout the name. He'll come out and look at me and say 'ah'.
P10
But for some participants, the definition of being known was difficult to articulate: They all seem to know us. 'Even the receptionists.'
'Within three visits in the clinic. . . every person knew my first name. . . It tells me that they're just a caring. . .
They've got a caring attitude'. Wife of P8
The assumption of some participants was that the consultant was too busy to foster a personal relationship, and therefore, it was not to be expected. The need for this element of continuity could be met by other members of the healthcare team. It was also important to participants that the personnel in the wider healthcare team were consistent:
Close knit staff. They're all the same staff. You haven't got, you know, change of staff every time you go. P2
Whilst the consultant appeared to be the most important member of the healthcare team based on which healthcare professional patients talked about most during their interviews, it is clear that the wider healthcare team played an important role for some participants in the provision of relational continuity of care.
| Knowledge
For many participants, an important role of doctors rather than any other health professional was as a source of knowledge, the authority for which was legitimated by the professional credentials. Much emphasis was placed on the depth and specialist nature of the unit doctors' knowledge, and this was sometimes compared to the more general knowledge, and consequent perceived lower status, of their family doctor. In addition, patients relied on the knowledge of the unit doctors to tell them how their condition was progressing and whether a management plan was successful. This reliance was largely due to the patients being unable to assess for themselves, from physical signs and symptoms, whether their condition was improving or deteriorating.
They therefore depended on visits to the specialist clinic to give them information on the progress of their condition:
I tend to work on the theory he's the one that went to anyway. P7
Patients felt that the consultant retained the ultimate responsibility for their care and for a number of participants this was sufficient. Seeing the consultant face to face was not necessary as they felt confident that he was still in charge of, and actively directing, their care. Management continuity could therefore be maintained without relational continuity so that it was not essential that the patient always saw the same doctor face to face.
Responsibility also applied to the patient, however, to comply with medical advice, to work with the system and also to make the system work for the benefit of both healthcare staff and patients:
And I think a lot depends on the patient as well. P5
Well, you do what you're told don't you? P11
It's silly. I go there and they do a blood test when I go and they get the results after I've been. And we suggested having the blood tests done before. Two or three days before so that he's got the results when I go. P8
In this sense, continuity was not merely provided for the patient by healthcare staff and the system within which they operated, but was something which the patients themselves could influence and facilitate.
| Knowing the system
In their experiences of continuity, patients valued familiarity with the system of the department which they visited, the routine and the expectations of them as patients. This relates to the previous theme in the sense that patients' familiarity with and understanding of the system allowed them to feel and potentially take some responsibility for the process of health care. On the one hand, a familiar routine and obvious efficiency inspired confidence, but conversely, patients also appreciated flexibility in the system and the ability to adapt it to meet their specific needs:
It works the same way every time we goes in. The importance of knowing the system is difficult to map onto relational, management or informational continuity, but was a very important element for a number of participants.
| Participants' understanding of continuity of care
Whilst not a theme per se, it is interesting to review what understanding participants had of continuity of care as a concept. Participants were asked directly during the interview what continuity of care meant to them. It was clear that it was not a concept which many participants had considered previously. Whilst continuity was articulated during the narratives of the interview, participants found it difficult to express directly how they would define continuity.
When questioned, however, all participants felt that they received continuity of care in their dealings with the Renal Unit.
A number of participants identified continuity in its relational sense-seeing the same people-but none identified this being important only for the medical staff which they saw. Relational continuity was also facilitated by seeing the same reception and nursing staff during their visits to the healthcare setting, independent of whether they saw the same medical staff within the consultation itself:
Well basically I've always seen the same people which is No patients identified informational continuity within their understanding of continuity of care as a concept, although, as indicated above, the significance of this throughout the contact with the unit was apparent during the interview narratives.
Undoubtedly, the relational aspect of continuity featured most heavily in participants understanding of continuity of care, but it was clear that most were unsure of how they would define the concept.
Indeed, one participant stated that continuity of care "had never cropped up" [P8], so it was clearly not part of her current understanding of her healthcare experiences. All elements of continuity were articulated within the interviews, but not in the terms used in the conceptual model.
| DISCUSSION
The three facets of continuity (Haggerty et al., 2003) were identified in the data, but an additional element of continuity associated with familiarity with the system of care was found which is not accounted for in the currently available models. These findings support other suggestions in the literature that familiarity with the system and routine of care are important to patients' experiences of continuity (Cowie et al., 2009; McCormack, Mitchel, Cook, Reed, & Childs, 2008) . The model may need to be revised to represent the importance of familiarity with the organisation of care which spans elements of management and relational continuity but is not adequately explained in the current model.
Relational continuity was undoubtedly the most prominent element of participants' perceptions of continuity of care. However, in this study, participants routinely valued speed of access to care over relational continuity in relation to routine care, issues and appointments. However, in times of uncertainty or crisis, participants were prepared to wait for care in order to see the consultant. This is contrary to what has been reported in the existing literature based on primary care services where routinely patients would wait longer for care in order to see their usual healthcare provider. However, in times of acute illness, general practice patients were prepared to trade relational continuity for faster access to care and then settle for seeing an unfamiliar healthcare professional (Boulton et al., 2006) .
A further difference between community and specialist care which has been suggested in the literature is that patient expectations of continuity of care are different for the two contexts (Cowie et al., 2009) . The findings of the study support this in the element of relational continuity as a number of participants appeared to expect a closer personal relationship with their family doctor than with their specialist care provider. In specialist care, a desire for interpersonal relationships was fulfilled by interactions with the broader healthcare staff team rather than being contingent on contact with specific senior medical staff. This may be due to patients perceiving that specialist care within the hospital context was part of a much more complex system of care and that this precluded personal relationships with doctors in particular. The perceived difference in professional status and expertise between specialist hospital staff and staff in general practice and community services may also influence these differences in expectations between the two care settings. Much previous research has focused on the relationship There are indications in this study that patients accessing specialist care services may experience continuity differently to those receiving care in the community. This may be partly based on differing expectations of care in the varying contexts borne out of patient concerns about the severity and significance of the conditions being treated in each context. This has implications for the delivery of care as understandings of the importance of continuity based on evidence in primary care may not prove applicable to hospital-based specialist care settings. The literature has focused firmly on relationships between patients and medical staff, but this study indicates that continuity is founded on a wide range of health-related relationships.
Nurses' influence on patients' experiences of continuity have been largely confined to investigation of nurse-led services (Pontin & Lewis, 2009 ). It may be unnecessary for care providers to strive for relational continuity in terms of seeing the same doctor, if this need can be met by the wider healthcare team. Nurses, and other healthcare staff, are fundamental to patient experience of continuity of care, even within services which are essentially medically led.
Equally, changes to service organisation may influence patients' experiences of continuity of care much more fundamentally than might be anticipated and therefore need to be managed more carefully than initially expected. Further work is needed to explore these issues due to the scarcity of literature, particularly that using qualitative methods, focusing on the specialist care setting rather than community care environments.
| CONCLUSION S
Policy and guidance concerned with continuity of care, and potentially other aspects of patients' experience, should take greater account of the potential differences between community and specialised hospital-based care, as well as other possible contextual differences. Whilst the aim of such documents is to distil current understandings into concise statements, this process risks misrepresenting the multifaceted concept of continuity of care. This has implications for the relevance and application of generic guidance to varying contexts and the ability of providers to demonstrate compliance. This raises wider questions about the role of policy documents and guidelines in improving the patient experience of care.
| RELEVANCE TO CLINICAL PRACTICE
An appreciation within clinical practice that continuity of care is a multifaceted concept is essential when designing and improving services. Continuity is not merely associated with patients seeing the same member of the medical staff, but is influenced by the wider healthcare team, organisational factors and service system designs.
The role of nurses and other healthcare professionals within the provision of continuity in predominantly medically led services has received little recognition. Further work is required to explore how the multidisciplinary team can be used to enhance patients' experience of continuity of care. In addition, the differences between primary and secondary care in terms of patient expectation and experience should be recognised to ensure effective models of care are implemented which both meet patient expectations and improve their experience of specialist secondary care.
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